Abstract Anxiety, the most common and impairing psychological problem experienced by youth, is associated with numerous individual and environmental factors. Two such factors include childhood emotional abuse (CEA) and low distress tolerance (DT). The current study aimed to understand how CEA and low DT impacted anxiety symptoms measured annually across 5 years among a community sample of youth. We hypothesized DT would moderate the relationship between CEA and anxiety, such that youth with higher levels of CEA and lower levels of DT would have elevated anxiety over time. Community youth (N = 244) were annually assessed across 5 years using the Revised Child Anxiety and Depression Scale, Childhood Trauma Questionnaire, and Behavioral Indicator of Resiliency to Distress. Higher CEA at baseline was associated with higher anxiety at baseline, higher anxiety at each annual assessment, and with greater overall decreases in anxiety over time. Lower DT was associated with higher anxiety at baseline, but did not predict changes in anxiety over time. Baseline DT significantly moderated the relationship between baseline CEA and anxiety, such that youth with both higher CEA and lower DT had the highest anxiety at each annual assessment. Youth with lower DT and higher CEA scores had the highest level of anxiety symptoms across time.
Anxiety disorders are among the most persistent, recurrent, and frequently diagnosed psychiatric conditions across the lifespan (Bruce et al. 2005; Kessler et al. 2012) . Problems with anxiety typically emerge during childhood and adolescence (Roza et al. 2003) , with 10-25 % of youth reporting clinically significant symptoms of anxiety (Kessler et al. 2012) . Among youth, sub-threshold levels of anxiety are associated with significant functional impairments in familial relationships, school, and other life domains (Angold et al. 1999) . Indeed, over time, youth with sub-threshold anxiety have significantly increased odds (3.7 to 13.5) of legal (serious criminality, incarceration), financial (high school dropout, unable to keep job), and social (early parenthood) problems, as compared to youth without sub-threshold anxiety symptoms (Copeland et al. 2015) . Interestingly, epidemiological work demonstrates that more than 50 % of youth receiving mental health treatment do not actually meet diagnostic criteria for psychiatric disorders, but rather may be experiencing functional impairments related to sub-diagnostic symptomatology (Angold et al. 1999) . This suggests problems associated with anxiety are more widespread than diagnosis rates suggest and that subthreshold symptoms greatly impact youth.
Although elevated rates of anxiety are generally observed cross-sectionally, there have been conflicting findings regarding stability and changes in anxiety during childhood and adolescence (Cooper-Vince et al. 2014; Copeland et al. 2014; Gullone et al. 2001; Hale et al. 2008) . Thus, when attempting to understand patterns of anxiety among youth, it is not only relevant to examine factors predictive of anxiety symptoms more broadly, but also to examine factors associated with stability and change over time, as anxiety during this period is strongly predictive of anxiety and impairments during adulthood (Copeland et al. 2014) . Following from this, exploring early baseline risk factors influencing the course of anxiety not only is relevant in understanding how and why anxiety develops, but also in considering appropriate interventions for anxiety symptoms across the spectrum of severity. Two relevant risk factors we will discuss here are childhood emotional abuse and low distress tolerance.
Childhood emotional abuse (CEA), defined as verbal assaults or humiliating/demeaning behavior directed toward a child by an adult (Bernstein and Fink 1998) , is at the core of all forms of child abuse (Hart and Brassard 1987) and is part of an entrenched maladaptive relationship pattern that develops between an adult and child (Glaser 2002) . Large crosssectional studies of youth demonstrate CEA is more strongly associated with anxiety than physical or sexual abuse (AlFayez et al. 2012; Tonmyr et al. 2011 ) and uniquely predicts anxiety above and beyond other forms of abuse (Mills et al. 2013) . Further, CEA predicts elevated anxiety across 9 months among 12-13-year-olds (Hamilton et al. 2013) . Findings among adults demonstrate CEA, as compared to other forms of abuse, is more strongly associated with the presence and severity of anxiety, and that CEA is associated with more pervasive and chronic anxiety (Hovens et al. 2012; Kuo et al. 2011; Schneider et al. 2007; Shi 2013; Simon et al. 2009 ). Although there are clear associations between CEA and anxiety (see meta-analysis: Fernandes and Osório 2015) , it is unclear how CEA affects anxiety among youth over time, as the majority of research in this area has been cross-sectional, retrospective, or limited in the period of time examined. Given that CEA is the most common form of abuse children experience (Edwards et al. 2003) , it would be useful to determine whether it is potent enough to result in elevated anxiety across development, rather than solely examining its impact at one assessment point.
Beyond prospectively examining the impact of CEA on anxiety, it is also relevant to consider which youth develop anxiety following CEA. Although there are strong relations between CEA and anxiety, not all youth develop anxiety following abuse, suggesting the importance of considering individual-level factors influencing youths' responses to abusive adult behaviors. One relevant factor to consider is low distress tolerance (DT), conceptualized as the perceived or actual inability to tolerate negative experiential states (e.g., negative emotions, discomfort, uncertainty; Leyro et al. 2010) . Low DT can be understood within a negative reinforcement framework, which emphasizes the escape and avoidance of negative affective states as a primary motivational factor. Following from this, we might expect low DT youth to have considerable difficulties managing distress associated with experiencing CEA, and to make attempts to avoid interactions with adults, as well as the resulting distress. This conceptualization fits well with behavioral theories of anxiety, which suggest avoidance is critical in the development and persistence of anxiety (Barlow 2002) , thereby explaining why low DT youth (e.g., Cummings et al. 2013; Danielson et al. 2010; Daughters et al. 2009; 2013) and adults (Banducci et al. 2016; Keough et al. 2010; Telch et al. 2003) experience particularly elevated anxiety. Although the tendency to engage in avoidant behaviors might be adaptive in abusive environments, when expressed across all relationships, this type of avoidant response is associated with emotional arousal, vigilance, and anxiety (Cloitre and Rosenberg 2006; Kring and Bachorowski 1999; Shankman and Klein 2003) . Moreover, among low DT youth who are experiencing CEA, their frequent inability to escape or avoid abusive caregivers may lead to particularly heightened anxiety symptoms. Thus, youth who have experienced CEA and who have low DT might be those most likely to respond in an anxious/avoidant manner to abusive parental behaviors more specifically, and to interpersonal interactions more broadly, resulting in problematic anxiety symptoms.
Current Study
In order to explore the impact of CEA and DT on anxiety from early through middle adolescence, we examined trajectories of anxiety symptoms across five annual waves of data collection, as a function of these factors. Broadly, we hypothesized that: (1) anxiety symptoms would decrease over time, in line with previous research (e.g., Cooper-Vince et al. 2014; Gullone et al. 2001; Hale et al. 2008) ; (2) youth with higher levels of self-reported CEA, or lower levels of DT, would have higher anxiety symptoms than their peers across the five assessments; and (3) given that we expected low DT youth to be most reactive to CEA, we expected that DT would moderate the relations between CEA and anxiety, such that youth with lower DT scores and higher CEA scores would have the highest anxiety symptoms.
Method Participants
The current study included youth recruited to take part in a larger longitudinal study of behavioral, environmental, and genetic mechanisms for HIV-related risk behaviors (see Banducci et al. 2013; Cummings et al. 2013 ). Youth and their families were recruited from the Washington D.C. Metropolitan Area through media outreach, postings, and fliers at community centers, area schools, libraries, and Boys and Girls clubs. Interested families, with 5th and 6th grade youth, were screened for proficiency in English and their willingness to take part in annual assessments; there were no other inclusion criteria. The original cohort included 277 youth who were asked to participate annually over the course of six assessments; as key measures were not introduced until the second wave of data collection, the current study utilized data collected during Waves 2-6. Of the original sample of 277 youth in the first cohort, 244 youth (45 % girls; 49 % White, 35 % Black, 3 % Latino/a, 1 % Asian, 12 % BMixed/Other^) between ages 10 and 14 (M age = 12.07, SD age = 0.91) participated at the second wave of assessment (considered the baseline for the purposes of the current study). Youth who completed both Waves 1 and 2 did not significantly differ from youth who only completed Wave 1 on any demographic or study variables (ps > 0.27). Sample characteristics and the number of youth participating in each wave are included in Table 1 .
To determine whether data were missing completely at random (MCAR), we conducted Little's MCAR test (1998) . Based on Little's test, our data were MCAR (χ 2 = 77.42, p = 0.78). This suggests missing data on the dependent variable (Anxiety) at each assessment wave (Waves 2-6) and independent variables (CEA, DT, and gender) were not dependent upon the values or potential values of any of our variables.
Procedure
Trained research assistants conducted the assessment sessions. Study procedures and confidentiality were separately described to parents and youth at each assessment; informed consent and assent were obtained annually. Youth and their parents were administered measures in separate, private rooms. Parents provided demographic information about themselves and their child. Youth completed several selfreport measures and two computerized tasks that were a part of the larger study. Each assessment lasted approximately 2 h; computerized tasks took 10-15 min to complete, self-report measures took 60-90 min to complete. Parents were paid for their participation. Youth were compensated with toys, games, or gift cards. The University of Maryland Institutional Review Board approved study procedures.
Measures
Revised Child Anxiety and Depression Scale (RCADS; Chorpita et al. 2000) The RCADS is a reliable and valid self-report questionnaire for youth corresponding to DSM-IV anxiety and depressive disorders (Chorpita et al. 2000) . In line with previous studies (e.g., Ebesutani et al. 2011 Ebesutani et al. , 2012 , we created a Total Anxiety composite, which included 37 items from five anxiety disorder subscales (six to nine items per disorder; separation anxiety, social phobia, generalized anxiety, panic, and obsessive compulsive disorder were included). Items in this composite score were ranked on a four-point Likert scale on frequency of occurrence (0 = never to 3 = always; range 0-111). Items targeted anxiety symptoms experienced by youth (e.g., BI worry when I think I have done poorly at something^), which all load onto a broad anxiety factor (Ebesutani et al. 2012 ) that we examined continuously. This composite has convergent and divergent validity when compared to other measures of anxiety and depression (Ebesutani et al. 2011 (Ebesutani et al. , 2012 , with higher scores indicating higher levels of anxiety. Across our five annual assessments, internal consistency of this RCADS Anxiety Total (hereafter referred to as BAnxiety^) was excellent (α = 0.93-0.97).
Childhood Trauma Questionnaire, Emotional Abuse Subscale (CTQ; Bernstein and Fink 1998) The CTQ is a well-validated, reliable self-report measure of CEA, with discriminant, convergent, and construct validity (Bernstein et al. 1994; Fink et al. 1995) . The CTQ has good sensitivity and satisfactory specificity compared to child welfare records and family/clinician reports (Bernstein et al. 1997) . We administered the Emotional Abuse subscale, which includes five items scored on a five-point Likert scale (1 = never true to 5 = very often true; total score range 5-25) and examines whether participants experienced humiliating or demeaning behavior from adults in their lives (e.g., BPeople in my family called me things like stupid, lazy, or ugly^). We did not administer the Physical or Sexual Abuse subscales. Internal consistency of the CEA subscale for Waves 2-6 was good (α = 0.79-0.84) and CEA scores were highly correlated across the five waves (Table 2) . We examined CEA scores continuously as a predictor of Anxiety scores.
The Behavioral Indicator of Resiliency to Distress (BIRD; Lejuez et al. 2006) This was developed based upon the adult computerized distress tolerance task, the PASAT-C (Lejuez et al. 2003) . The BIRD has previously been used as an indicator of DT among youth (Daughters et al. 2009 Danielson et al. 2010; MacPherson et al. 2010) . Briefly, during the BIRD, youth have the option of persisting on a distressing task (with positive reinforcement available for persisting) or quitting the task to reduce emotional distress (see Daughters et al. 2009 or MacPherson et al. 2010 for a thorough description of the task). As in previous studies, youth were shown possible prizes they could earn prior to beginning the task (e.g., DVDs, games, art supplies, sporting equipment, gift cards, etc.), but were not provided information about the number of points necessary to earn the prizes. Consistent with previous studies, persistence on the final level of the BIRD was used to assess DT and was indicated by the number of seconds youth persisted (range 0-300 s). Youth who quit the task perform equally well, and do not differ in the amount of self-reported distress elicited by the task, as compared to youth who do not quit the task (Daughters et al. 2009; Danielson et al. 2010; MacPherson et al. 2010) . Previous work provides support for concurrent validity (Daughters et al. 2009 ) and test re-test reliability (Cummings et al. 2013 ) of the BIRD.
Positive and Negative Affect Schedule-Children (PANAS-C; Laurent et al. 1999 ) As in prior work using the BIRD, youth completed the 27-item PANAS-C before the task and after the second level of the task (Daughters et al. 2009 ) to ensure youth experienced an increase in distress post-task. The PANAS-C has been used to measure positive and negative affect by asking youth to rate adjectives for a variety of mood states (e.g., nervous, guilty, joyful, gloomy) on a five-point Likert scale (1 = very slightly or not at all to 5 = extremely) based on how they are feeling. The PANAS-C has good convergent and discriminant validity (Laurent et al. 1999) . As in previous studies (e.g., Daughters et al. 2009; MacPherson et al. 2010) , distress was indexed based on the composite of mad, frustrated, upset, embarrassed, and nervous (range = 5-25), with pre to post BIRD comparisons of this distress composite.
Analyses
Preliminary Analyses In order to ensure the BIRD was psychologically stressful, pre-post affect changes on the PANAS-C was examined using paired samples t tests. PANAS-C change scores for the distress composite were compared among those who did versus did not quit the BIRD to determine whether quitting was significantly related to negative affect. To ensure the ability to succeed on the task did not impact quit time, quit time was examined as a function of youths' skill level (see Amstadter et al. 2012; Daughters et al. 2009; MacPherson et al. 2010) .
Analytic Method We examined within-subjects variation in Anxiety and predictors of the course of Anxiety using multilevel modeling with HLM 7 (Scientific Software International Inc., IL) to assess individual-level change (level 1) and prediction of individual-level differences in change (level 2). We utilized a multilevel approach to allow for the analysis of covariation in data over time between repeated measures of multiple variables, which are considered to be non-independent observations (Bryk and Raudenbush 1987) . Multilevel modeling enabled us to model growth curves, despite there being missing data for our outcome variable, by estimating the trajectory based on existing data for individuals. Restricted maximum likelihood (REML) uses the EM algorithm (Rubin and Little 2002; Raudenbush and Bryk 2002) , which produces better estimation than alternative approaches when there are data missing completely at random. Within this type of growth model, main effects at level 2 represent a cross-level interaction with time (Curran et al. 2006) .
For all analyses, Anxiety was treated as the dependent variable. Time was anchored at baseline (time = 0) so the Anxiety intercept (β 00 ) reflected the average of individuals' Anxiety at baseline. To examine main effects and interactions of level 2 predictors on the intercept and slope of Anxiety, interaction terms were created by z score transforming continuous variables, then multiplying the terms to reflect the product of level 2 predictors of interest (Aiken and West 1991) . All models included random slopes and random intercepts. Model Building We utilized a model building approach to estimate the contributions of level 1 and 2 predictors. Baseline trajectory models were estimated to examine change over time in Anxiety. Linear and quadratic growth models were estimated at level 1 to examine withinsubjects regression of an individual's Anxiety onto the time of each assessment. Then, CEA and DT (at Waves 2-6) were tested as time-varying covariates in the level 1 model to determine their co-occurrence with the Anxiety trajectory. Between-subjects level 2 variables were examined as predictors of Anxiety over time. Within-subjects intercepts and slopes were treated as outcomes predicted by the between-subjects variables measured at baseline.
At level 2, we tested the main effects of covariates (gender, baseline age, race/ethnicity). Then, we examined the effects of baseline DT, baseline CEA, and their interaction to determine whether these factors predicted the Anxiety trajectory. For moderation, we probed interactions with simple slopes tests (Aiken and West 1991) .
Results

Preliminary Analyses
Paired t tests comparing distress on the PANAS-C pre-post the BIRD revealed distress increased during the task (p < 0.001 for all Waves). Logistic regression demonstrated youth who did versus did not quit the task did not differ significantly on pre-post changes in distress in response to the BIRD (all ps > 0.30 for all Waves). Logistic regression revealed youths' ability on the task did not predict whether youth quit the BIRD (all ps > 0.15 for all Waves).
All means and standard deviations are presented in Table 1 . In general, Anxiety, CEA, and DT scores were moderately stable over time, with some decreases in Anxiety (Table 1) . Using a cutoff score of 9 for the CEA subscale (Bernstein and Fink 1998) , 20-27 % of youth experienced CEA across all Waves (Table 1) . Table 2 presents correlations between Anxiety scores at the five assessment points and all major study independent variables. Baseline CEA and Anxiety were significantly correlated at Waves 2-5 and CEA measured at each wave was significantly correlated with Anxiety measured at the same wave and at the following wave. Baseline DT and Anxiety were correlated at Waves 2, 4, and 6.
Model Building
In line with our first hypothesis, our level 1 model demonstrated a significant linear decrease in Anxiety over time, but not a significant quadratic effect (Table 3) . Thus, we included a linear term, but not a quadratic term, in our equation estimating Anxiety over time. Within this model, the random error terms associated with the intercept and slope were significant, demonstrating variability among youth Anxiety, supporting the examination of between-person predictors of these components. We examined CEA and DT measured at each assessment (all Waves) on level 1 as time varying covariates to determine whether they contributed to this model. There was a positive longitudinal association between CEA and Anxiety measured at each assessment (β = 3.74, SE = 0.48, t = 7.81, p < 0.001, r = 0.45); however, there was not a significant longitudinal association between DT and Anxiety (p > 0.10). Thus, CEA was retained as a time-varying covariate. We also examined whether DT measured at baseline interacted with CEA at each time point; this relationship was not significantly associated with Anxiety (p > 0.15).
On level 2, we examined three covariates potentially associated with Anxiety. Baseline age and race/ethnicity were not associated with the slope or intercept of Anxiety (ps > 0.05). Gender was not significantly associated with the intercept (p > 0.05), but was negatively associated with the slope, indicating boys experienced significantly greater decreases in Anxiety over time as compared to girls (β = −1.54, SE = 0.50, t = −3.05, p = 0.003, r = 0.19). Because of this, we included gender as a level 2 covariate. Since gender was a significant predictor of the slope of Anxiety, we examined whether it moderated the relationship between baseline CEA and Anxiety, or baseline DT and Anxiety; these relations were not significant (all ps > 0.05).
We used the following equations to estimate the effects of our main model:
Level 2 Model Intercept:
Time (Slope):
CEA (Slope):
Higher baseline CEA scores were associated with higher baseline Anxiety and with a greater decrease in Anxiety over time, as indicated by a significant effect of CEA on the slope of anxiety over time (Table 3) . Lower baseline DT was associated with higher baseline Anxiety, but was not associated with the Anxiety trajectory. There was a significant interaction between baseline DT and baseline CEA on baseline Anxiety and on the Anxiety trajectory. To better understand this interaction, we substituted values 1 standard deviation above and below mean baseline DT scores into our equations so model coefficients would reflect the effects of baseline CEA when baseline DT was at high and low levels ( Fig. 1 ; Aiken and West 1991) . For youth with lower baseline DT, baseline CEA was associated with higher baseline Anxiety (β = 7.58, SE = 1.17, t = 6.50, p < 0.001, r = 0.39) and with a greater decrease in Anxiety over time (β = −1.80, SE = 0.35, t = −5.15, p < 0.001, r = 0.32). For youth with higher baseline DT, baseline CEA was associated with lower baseline Anxiety (β = 2.46, SE = 1.07, t = 2.30, p = 0.02, r = 0.14) and less decrease in Anxiety over time (β = −0.74, SE = 0.32, t = −2.30, p = 0.02, r = 0.14).
To better understand the patterns of Anxiety for youth with lower DT and higher CEA, we conducted additional simple regression analyses 1 . In line with hypotheses 2 and 3, the 1 Using multiple linear regression (CEA and DT were z score transformed and multiplied to create interaction terms), we found higher baseline CEA scores were significantly associated with higher anxiety at Waves 2, 3, 4, and 5 (all ps < 0.01). We found lower DT was significantly associated with higher anxiety at Waves 2, 4, and 6 (all ps < 0.05). We found the interaction between DT and CEA was significantly associated with anxiety at Waves 2, 3, 4, and 5 (all ps < 0.05). Probing with simple slopes (±1 standard deviation for DT), we found for youth with lower DT, CEA predicted higher anxiety at all time points, except Wave 6 (all ps < 0.01), whereas for youth with higher DT, CEA predicted lower anxiety at Waves 2-4 (all ps < 0.05) and was not associated with anxiety at Waves 5 and 6.
overall pattern of findings from regression analyses suggests that youth with lower DT and higher CEA had the highest Anxiety at Waves 2-5. Thus, despite the greatest declines in anxiety over time among this group, likely due to their particularly elevated baseline Anxiety, these youth had the highest levels of Anxiety at each time point.
Discussion
Adolescence represents a critical developmental period in which to examine individual and environmental factors influencing trajectories of anxiety symptoms. Consistent with our first hypothesis, youth anxiety symptoms decreased across the five waves of this study, which is in line with findings from the literature (Cooper-Vince et al. 2014; Gullone et al. 2001; Hale et al. 2008) . In order to determine when it might be most beneficial to intervene with anxious youth who do have persistent anxiety, it is relevant to examine when CEA and DT exert their greatest influence on symptomatology. Given strong cross-sectional associations between CEA and anxiety among youth (e.g., Al-Fayez et al. 2012; Tonmyr et al. 2011) , we elected to examine whether these relations persisted across time and whether low DT magnified these effects. We replicated findings demonstrating higher baseline CEA was associated with higher baseline anxiety (e.g., Tonmyr BVar^is Variance; BCEA^is the total emotional abuse subscale score on the Childhood Trauma Questionnaire; BDT^distress tolerance measured in seconds on the BIRD, BCEA×DT^is the interaction between CEA and DT. Gender is coded as 0 = girls, 1 = boys *p < .05; **p < .01; *** p < .001 a Effect sizes were computed with the following formula: r = √[t 2 / (t 2 + df)] (Rosenthal et al. 2000) et al. 2011). Consistent with hypothesis 2, baseline CEA was predictive of elevated anxiety symptoms at each assessment wave, using simple regression analyses. However, despite baseline CEA predicting higher anxiety at each wave, the overall anxiety trajectory across the 5 years had a steeper negative slope as a function higher CEA. This suggests CEA had a continued effect over time, but that the magnitude of the effect decreased, perhaps because of other developmentally relevant factors. It is possible interactions with adults may have become less salient over time for youth. For example, peer relationships may become more central during middle adolescence. It is relevant to note, however, that previous research demonstrates that low DT adolescents, whose parents respond harshly to them, have the poorest relationships with their peers during middle adolescence (Ehrlich et al. 2013 ). Thus, harsh parental behavior effects may extend meaningfully over time, but the magnitude of the effects may decrease as youth develop other relationships. This hints at the importance of intervening on CEA earlier in development, given that this when anxiety symptoms are particularly elevated and may be most amenable to change. Expanding upon previous work demonstrating relations between lower DT and higher anxiety (e.g., Cummings et al. 2013; Daughters et al. 2009; Keough et al. 2010) , our study demonstrates youth with lower DT had higher levels of anxiety on average (at Waves 2, 4, and 6) as compared to youth with higher DT, in line with hypothesis 2. Consistent with prior work (Cummings et al. 2013 ), DT was not associated with changes in anxiety over time, but rather appeared to exert a consistent effect on anxiety symptoms. In line with hypothesis 3, youth with higher CEA and lower DT at baseline had the most elevated levels of anxiety symptoms at each assessment, despite experiencing the sharpest decreases in anxiety over time. Although this observation offers a message of hope, in that these youth experienced lessened anxiety over time, they still had higher anxiety at each assessment point compared to their peers, suggesting they might experience significant functional impairments (Angold et al. 1999; Copeland et al. 2015) .
There are a number of strengths of the current study, including the diversity of the sample; the focus on CEA as a prospective predictor of anxiety, in combination with low DT; and the inclusion of multiple assessment waves during a critical developmental transition. Despite this, there are also limitations that must be considered. First, we were unable to examine whether this relationship is specific to CEA or whether DT also acts as a moderator of the relations between childhood physical/sexual abuse and anxiety. Second, we utilized self-report symptom-based assessments, rather than interviewer-based assessments, which could be subject to information biases or inaccurate reporting. Third, this was a convenience-based community sample. It is necessary to determine whether these relations generalize to randomly selected samples with clinical diagnoses and/or more severe abuse. Fourth, it is possible peer-related behaviors may have a strong impact during this period, which should be examined in future work.
Clinical and Practical Implications
There are a number of broader clinical implications of these findings. Our work suggests the importance of considering CEA in the development and maintenance of anxiety. Too often, researchers and clinicians focus on physical and sexual abuse to the exclusion of emotional abuse, which amplifies the effects of other forms of abuse and is significantly predictive of anxiety (Clemmons et al. 2007 ). Somewhat reassuringly, within our study the impact of baseline CEA was negligible at the final assessment point. Despite this, baseline CEA was predictive of elevated anxiety symptoms at multiple time points, which could indicate youth with sub-threshold symptoms are at Fig. 1 Effects of baseline childhood emotional abuse and baseline distress tolerance on anxiety over time an increased risk of functional impairments, like criminality, incarceration, school dropout, and early parenthood (e.g., Angold et al. 1999; Copeland et al. 2015) . Given this, it would be prudent to screen for CEA and intervene among youth experiencing significant anxiety and associated functional impairments.
Simultaneously focusing efforts toward reducing CEA, when this type of behavior is detected in caregivers or other adults interacting with youth, and increasing DT, might result in the best outcomes for youth. Based on this, there are a number of potential areas to target. Aiding caregivers and other adults to become more aware of how their emotionally abusive behaviors affect youth and intervening to change these behaviors is crucial. Clearly, there are challenges associated with targeting CEA, as it is less observable than physical or sexual abuse (Edwards et al. 2003) . Despite this, it is important to target CEA both within prevention and intervention efforts. For youth who do develop functionally impairing anxiety symptoms following CEA, evidence-based psychotherapies for anxiety would be recommended (e.g., Silverman et al. 2008 ). An additional avenue of exploration might be targeting low DT within structured interventions, including exposures to uncomfortable internal states (Bornovalova et al. 2012) . Further, interventions focused on increasing willingness to experience emotions and engage in valued anxiety-provoking interactions when feeling anxious might be beneficial (e.g., Livheim et al. 2015) for low DT youth. Additional work is necessary in this area to understand how these factors interact and to determine how to best intervene with youth with pre-existing characteristics that increase their vulnerability to anxiety following abusive adult behaviors.
Conclusions
In conclusion, our work demonstrates CEA, low DT, and their interaction are potent predictors of anxiety symptoms over multiple assessment waves. Further extensions and replications of these main effects and interactions are necessary to determine whether these findings extend to other groups and within clinical populations. However, this research does suggest CEA has a significant and lasting impact on anxiety symptomatology, especially among youth with low DT. This highlights the importance of targeted anxiety-related treatment strategies for this vulnerable population. Researchers and clinicians should consider the impact of these factors on anxiety among community youth in order to better understand and serve this population, which is often overlooked in favor of targeting clinical samples.
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